Childhood-symptom factors were assessed for a sample of 43 male children, initially diagnosed as schizophrenic during the young-adult period, in terms of their relationship to parental factors. The parental factors plus additional family variables not derived by factor analysis were evaluated as predictors of outcome over a 22-year period extending from early to middle adulthood. Two maternal factors, mother anxious and mother neglect, were significantly related to adult outcome within this sample of schizophrenics. The maternal factors were differentially associated with paternal factors, global judgments of severity of family disturbance, and childhood symptoms. Path analysis indicated that the severityof-family-disturbance measure had substantial, direct effects on adult measures with minimal mediation by childhood symptoms. In general, the relationships among variables suggested two family patterns consistent with the literature. The authors suggest that sampling bias associated with family intactness may contribute to the discrepant results in the family literature as it relates to schizophrenia.
Childhood-symptom patterns have been extensively investigated by empirical methods. Literature reviews have indicated a well-established set of broad-band or secondorder factors (Achenbach & Edelbrock, 1978; Quay, 1979) . Externalizing or undersocialized, and internalizing or oversocialized symptoms emerge as the two most prominent broad-band factors. These factors have been reported across a wide range of samples, and across different checklists, informants, and investigators. Asocial and learning-problem factor dimensions have also been found in a number of studies. Their presence or absence in a given study appears to be dependent on sample characteristics and the particular checklist used (Lessing & Zagorin, 1971) .
A parallel line of research has used factor analytic techniques to discover parental childrearing patterns. Influenced by the work of Schaefer (Schaefer, 1959 (Schaefer, , 1965 Schaefer & Bell, 1958) , two maternal child-rearing factors have been commonly reported (Becker, 1964; Cross, 1969; Goldin, 1969 : Heilbrun, 1973 . The first dimension has involved maternal control, with high control (strict) defining one pole and autonomy (permissiveness) defining the other pole. Autonomy obviously conveys a different emphasis compared to permissiveness. The second bipolar dimension has focused on maternal nurturance with the poles variously termed acceptance-rejection, love-hostility, and warmthcoldness. Heilbrun (1973) has presented evidence that the combination of high control and low nurturance is most characteristic of the mothers of schizophrenics. In contrast, paternal dimensions have not been as thoroughly studied and results have not been as consistent.
When attention is directed to studies using factor analytic methodology, there are few directly comparable reports relating childhood-symptom factors to parental factors in the area of psychopathology. Some studies have related childhood symptoms and parental characteristics but have not used factor analysis (Jenkins, 1966) or have related factors from one domain to individual variables from the other (Becker, Peterson, Hel-mer, Shoemaker, & Quay, 1959; Heilbrun, 1973) .
When one further introduces the consideration of the relationship of childhood symptoms and parental characteristics to differences in long-term adult outcome for schizophrenics, available studies are limited in number. Waring and Ricks (1965) have compared childhood family characteristics of released and chronic adult schizophrenics but did not use factor analysis.
It should be noted that a very considerable literature exists on the schizophrenic family. Where relevant to the results, this literature will be introduced in the discussion.
The present study investigated the relationship between childhood-symptom factors and parental factors with special emphasis on their respective roles as predictors of differences in adult outcome within a schizophrenic sample. Additional family variables, also assessed prior to the onset of schizophrenia, have been included in the attempt to relate family variables to the development and course of individual psychopathology over an extended period of time.
Method
Initial hospital records were obtained for a sample of 95 male patients who had received a hospital diagnosis of schizophrenia or schizoid personality during their military service in the 1940s and early 1950s. These subjects were drawn from a larger sample of more than 11,000 cases, from 5 different states, that had been followed from child guidance clinics into the service in the 1950s (see M. Roff, 1970 , for a description of this sample). Although all these subjects had had some contact with child guidance clinics, none of them had been hospitalized prior to being in the service.
Postservice information was obtained from centralized Veterans Administration (VA) claim files. Of the 95 claim flies located, 18 had insufficient follow-up data and were thus dropped. The sample was further reduced by including only those schizoid personalities who subsequently received a hospital diagnosis of schizophrenia. Finally, only those cases that two clinical psychologists independently confirmed as clearly within the bounds of the Diagnostic and Statistical Manual II (DSM-II; American Psychiatric Association, 1968) definition of schizophrenia were included. It might be noted that some cases may not have met the more stringent criteria of the Diagnostic and Statistical Manual III (DSM-III; APA, 1980) . The resulting sample contained 45 subjects. Two additional cases were dropped from this sample because information about the family was very limited.
For the final sample of 43 subjects, adequate information was available from three separate record sources: child guidance clinics, military service, and the VA. The average age at child-guidance-clinic contact was 10.9 years (SD = 3.6), at military service hospitalization 21.7 years (SD = 3.9), and at follow-up 43.7 years (SD = 5.0). Thus, follow-up through VA records covered a period that averaged 22 years. Because subjects were eligible for compensation if considered to have a "service-connected" disability, periodic follow-up reports were available in the claim files even for individuals not hospitalized during the follow-up period. Family information was abstracted from the childguidance-clinic records. Using this information a clinical psychologist and a research assistant independently completed the child and parent (CAP) scale (Roff, Note 1) . The CAP scale was developed following an extensive literature review that indicated items in the family literature that were relevant to the study of families with disturbed children. The items were designed for use with case history material and have been applied to childguidance-clinic records by M. Roff (Note 1). The following two items illustrate the description provided to assist the rater: (a) Anxiety induction-tells child that certain normal activities will have certain unpleasant effects, for example, if he rides a bike, he will fall off and get hurt; asks about child's health excessively; tells child that his misbehavior causes hurt or illness to parent, (b) Neglect-ignoring, exposure, failure to protect, failure to supervise; areas of neglect include physical mobility, emotional support, personal care, health, law breaking, school. Items were separately rated for each parent as 0 = not present, 1 = probable, 2 = definitely present. Information about the child was kept to a minimum, but it was decided to include sufficient information about the child's behavior in order to evaluate adequately the parent-child relationship. Biological parents were evaluated whenever possible, but for two families information was available only for nonbiological parents. In two additional families the stepmother was rated, and in four families the stepfather was rated. Analysis using only biological parents produced the same pattern of results but, in general, increased correlations slightly.
The 79 CAP items were reduced to 35 items by eliminating those checked for less than 10% of the sample. Separate factor-analyses were performed for mothers and for fathers. The 24 items included for mothers yielded eight principal factors with eigenvalues greater than 1.0, which accounted for 74% of the variance. In order to reduce item redundancy across factors and to eliminate factors defined by two items or less, only the first four factors were subjected to a varimax rotation. These four factors accounted for 52% of the variance. Those items with factor loadings of .30 or more were used to form factor scales. Each item was given unit weighting in computing factor-scale scores for each case (Wainer, 1976) . Only 11 father-items met the 10% frequency requirement; these were intercorrelated and produced four principal factors with eigenvalues greater than 1.0, which accounted for 70% of the variance. For the same reasons as mentioned previously, only the first two factors were rotated. These two factors accounted for 44% of the variance. In a similar manner, factorscale scores were computed. Table 1 gives the four orthogonal factors for the mothers, and the items with significant loadings on each factor. Factor I involved anxious and anxiety-inducing mothers who tended to be overprotective. Factor II reflected mothers who have tried and failed to gain control of their child's behavior. These cases tended to include considerable parent-child conflict. Factor III involved mothers who viewed their child as inferior to peers and siblings in both academic and social development. In general, this seemed to be an accurate perception. Factor IV emphasized maternal neglect, indifference, and lack of warmth. We felt that these mothers were limiting the child's development as a result of their maternal behavior. An oblique rotation demonstrated that the four maternal factors were not significantly correlated.
As Table 2 indicates, the first paternal factor measured a critical, rigid, and hostile pattern. The second paternal factor was defined by passivity, detachment, and lack of involvement in family life. The paternal factors had a significant negative correlation (r = -.29, p < .05) when an oblique rotation was used.
The parental factor-scale scores were correlated with childhood-symptom factor scores and with long-term adult-outcome ratings. The childhood-symptom scales included four factors: externalizing, low IQ-poor schoolachievement, internalizing, and asocial. Factors were generated from a correlation matrix that reflected the relationship between items on a symptom checklist that had been used to abstract information from the childguidance-clinic records. The externalizing dimension was defined by items dealing with aggression, acting out, and conduct problems in school and in the home. The low IQ-poor school-achievement dimension primarily reflected IQ test scores and a rating of school achievement. The internalizing dimension was measured by neurotic items such as anxiety, fears or phobias, somatic complaints, dependency problems, and feelings of inferiority. The asocial-factor items included apathy, seclusiveness, and bizarre or inappropriate behavior. Flat affect and thought disorder, although not frequent, were scored on this factor. The four factors resembled the second-order factors suggested by Achenbach and Edelbrock (1978) . Factor scores were obtained for these four orthogonal factors. The individual items defining the childhood factors were abstracted by three independent raters. An average of the three ratings provided the score for each variable. The median interrater reliability, in which at least two out of three raters agreed, was 80% across the 67 items entered into the correlation matrix. Different sets of raters were involved in establishing childhood-and parental-scale scores. Independent assessment of adult outcome generated a 6-point scale with higher scores reflecting increased severity of disturbance. Two clinical psychologists reached a consensus summary outcome-rating for each case on a 6-point scale on the basis of their independent ratings of clinical status and schizophrenic subtype. Outcome 1 (n = 2) reflected recovered patients who had clearly been psychotic but who at outcome were not considered schizophrenic. Outcome 2 (« = 13) indicated doubtful cases of process schizophrenia with predominantly neurotic or characterological deficits. Outcome 3 (n = 6) included paranoid cases with hostile affect or emotionally unstable character structure. Outcome 4 (n -10) con- Note. CAP = child and parent scale. Note. CAP = child and parent scale.
tained schizoid cases with minimal thought disorder but with predominantly flat affect. Outcome 5 (n = 8) cases were judged to be definite process schizophrenics in partial remission or improved for lengthy periods. Outcome 6 (n = 4) included definite process schizophrenics who were deteriorated or unimproved. Criteria for definite process schizophrenia included a hospital diagnosis of schizophrenia, concurrence by both investigators with the hospital diagnosis, definite periods of psychotic thinking, flat or grossly inappropriate affect, and chronicity as reflected by either extended hospitalization or long-standing impairment in vocational and social functioning. Outcome 4 cases were judged to be more similar to Outcomes 5 and 6; Outcome 3 cases were considered more similar to Outcomes 1 and 2. Outcomes 1, 2, and 3 when contrasted with Outcomes 4, 5, and 6 suggested a similarity to the process-reactive distinction made by others. This 6-point scale was treated as a continuum of severity of outcome and was significantly correlated with other measures of outcome such as length of hospitalization, marital status, employment history, and level of service-connected disability. Because the outcome ratings reflected the consensus judgments of two clinical psychologists, a reliability estimate was provided by the independent judgments of clinical status, which used seven categories, with interrater agreement in 76% of the cases. (For further information about the childhood-symptom factors and outcome ratings, see Roff, Knight, & Wertheim, 1976b .) Externalizing symptoms in childhood were related to favorable adult outcome; low IQ-poor school achievement and asocial-factor scores were related to unfavorable outcomes, with internalizing symptoms neutral with regard to outcome. (For an example of the more complex relationship between symptom factors and outcomes, see Roff & Knight, 1980.) For the young-adult period, military service records provided information about the initial hospitalization. This information yielded an affect/social competence factor that included three items: a rating of affectivity on a 5-point scale with flat or inappropriate affect defining the unfavorable pole, a rating of social adjustment in service prior to hospitalization on a 3-point scale (good, fair, poor), and a rating of work performance in service on a 3-point scale (good, fair, poor). Interrater agreement was computed for the affectivity ratings (r = .66). The average score for two raters was used for each variable. Factor scores were obtained for each subject on this service factor. (See Roff & Knight, 1978 , for further details.)
Two raters, working independently, applied the CAP scale to the case history data with separate factor scores computed from each rater. Interrater agreement was measured by computing Pearson product-moment correlations between raters for the variables listed in Table 3 .
Mother-positive and father-positive scales were constructed by summing CAP items for approval, affection, helping, acceptance, attention, and understanding of the parent with regard to the child. These items were not included in the factor analysis due to the low frequency of individual items. For all variables in Table 3 , the average score was used in subsequent computations. The average score should have a higher reliability than the individual scores contributing to it. The familiar Spearman-Brown formula indicates the expected reliability for the average or composite score. Corrected reliability coefficients in Table 3 ranged from .70 to .89 with a mean of .82.
The maternal neglect factor had the lowest level of agreement (r = .54). In response to this result, each rater reevaluated the six cases with the greatest amount of disagreement. Revised ratings produced a reliability coefficient of .86. The revised scores for this factor scale were the scores used.
In addition to the scales derived from the CAP scale, family variables that utilized global judgments were included. Severity of family disturbance was rated on a 5-point scale, with 1 = positive family characteristics, 2 = neutral (neither positive nor negative characteristics predominating), 3 = mild disturbance, 4 = moderate disturbance, and 5 = severe disturbance. The judgments were made relative to the range of family disturbances present in the sample. To familiarize raters with the range of disturbance to be expected, prior training involved rating similar cases that were not in the sample. The marital relationship scale used a 4-point scale, with 1 = mutuality, 2 = pseudomutuality, 3 = marital schism (conflicted), and 4 = marital skew, emotional divorce. The raters were either familiar with or introduced to the meaning of these terms as they appear in the family literature. The relative severity of marital schism and marital skew is, of course, open to debate. Severity of disturbance in the mother and in the father were both rated on 3-point scales, with 0 = no significant psychopathology, 1 = mild to moderate disturbance, and 2 = severe disturbance (psychosis). Only two mothers and none of the fathers were rated as severely disturbed (i.e., psychotic) by both raters. As a result, reliability estimates and, in general, correlational analysis were not appropriate for these two ratings. Satisfactory interrater agreement was found for the severity-of-family-disturbance rating (/• = .80, corrected r = .89). Less satisfactory agreement was achieved for the marital relationship rating (r = .61, corrected r = .76). Again, the average score was used for each variable. Finally, family intactness was coded as a dichotomous variable. Further information was collected for nonintact families as to the reason for parental loss and the child's age at time of loss.
Results Table 4 provides the correlations between the parental factor-scale scores and the childhood-symptom-scale scores. A positive correlation with outcome in Table 4 indicates an association with unfavorable outcome. The affect/social competence factor has been scaled to make higher scores more unfavorable. The low-IQ factor has been scored to make higher scale scores indicate lower IQ and poorer school achievement. In Table 4 the anxious and anxiety-inducing mother and the passive, uninvolved father were associated with internalizing symptoms, which were neutral as predictors of adult outcome, but the maternal scales were not significantly associated with the symptoms included in the asocial factor scale, which was related to unfavorable adult outcome. The most disturbed preschizophrenics, as measured by the asocial-factor scale, tended to have passive, uninvolved fathers or critical, hostile fathers. Those with low IQ and poor school-achievement also had more anxious mothers. In some of these cases the mothers' concern appeared to be a realistic response to their child's school difficulties. Maternal neglect though significantly related to externalizing symptoms was also positively correlated with the other symptom dimensions. Maternal anxiety and maternal neglect were the two parental-factor scales significantly related to unfavorable adult-outcome ratings. Table 5 gives the correlations between maternal and paternal factors. The relationship between mother neglect and father critical was positive but not statistically significant (p = .06), and the same was true for the correlation between mother anxious and father passive (p = .07).
The most interesting finding in Table 6 is the highly significant relationship between the global judgments of severity of family disturbance and the adult-outcome ratings. Severity of family disturbance, marital relationship, and the low IQ-poor schoolachievement factor have been scored to make higher scores reflect unfavorable characteristics. The measure of family disor- ganization was also significantly related to the asocial-childhood-symptom dimension. Family intactness was related to outcome in that those subjects from nonintact families tended to have unfavorable adult outcomes. Elevated father-positive scale scores were unexpectedly related to low IQ-poor schoolachievement factor scores but not outcome.
Other variables that were significantly correlated with the global severity-of-family-disturbance ratings provided an indication of what aspects of the cases were influencing these global judgments most. Family intactness was related to ratings of less severe family disturbance (r = -.42, /><.01). The maternal-neglect-factor scale was significantly associated with the severity ratings (r = .51, p < .01), whereas the maternal-positive and paternal-positive scales had negative correlations with degree of severity (r = -.39, p < .01, r = -.26, p < .05, respectively).
Correlational analysis, of course, does not establish cause and effect relationships. Path analysis does allow an assessment of direct effects given a weak causal ordering. Whereas treating family variables as causally antecedent to childhood symptoms is debatable, there are obvious examples (e.g., early parental loss) in which the family variable is temporally antecedent to the onset of problem behavior. More important, the ordering assumed in Figure 1 permits an assessment of the direct effect of a family variable on outcome with the mediating effect of childhood symptoms taken into account. As can be seen in Figure 1 , the severity-of-family-disturbance rating had a substantial direct effect on the young-adult variable even with the mediating effects of childhood symptoms considered. All variables in Figure 1 were scaled to make higher scores more unfavorable. A modest direct effect on outcome remained for the family variable when the mediating effect of the young-adult affect/social competence measure was included. The primary effect of the severity-of-family-disturbance variable on eventual outcome was indirectly through the mediating effect of the affect/social corn- petence variable for the young-adult period. Antecedent variables in Figure 1 produced a multiple correlation of .58 for the youngadult factor and .82 for outcome. As a result, 66% of the variance was unaccounted for by the antecedent variables included in the former instance and 32% in the latter instance. The path coefficient for the error terms was computed by the square root of 1 -R 2 . A similar path analysis with the mother-anxious and mother-neglect factors demonstrated substantial direct effects on the adult measures with minimal mediating effects for the childhood-symptom dimensions. Table 7 provides the correlations between maternal-anxiety and maternal-neglect-factor scores and adult outcome as moderated by childhood-symptom types. The typing procedure has been reported in Roff, Knight, and Wertheim (1976b) . To establish types or clusters, factor scores were computed for the childhood-symptom factors that in turn were used to calculate a Mahalanobis Distance Measure (Z> 2 ) (Mahalanobis, 1936 ) for all subjects across the four factors. Scores in the resulting D 2 matrix were correlated and a second factor analysis was performed. The factors, in this instance, represented types or clusters of subjects. An individual was assigned to the factor (type) with the highest factor loading for a given subject. With each case assigned to a cluster, a profile of mean factor scores was computed for each of the types. The peak factor in the profile was used to name the type. The types used in Table 7 involved a slight revision of the types reported in that article. When the low-IQ cases were removed from the sample, the relationship between maternal anxiety and outcome increased (r = .46) for the remaining cases in the sample. For the 14 low-IQ cases, level of maternal anxiety was unrelated to outcome although these mothers had the highest mean score on the maternal anxiety factor. Maternal neglect was significantly associated with outcome for the externalizing and low-IQ types although the mothers in the low-IQ group had the lowest mean score on the maternal neglect factor. The asocial type, with only 10 cases, approached significance (r = .44, p = .10) for maternal anxiety and outcome and had the highest mean score on the maternal-neglect factor. The internalizing type was not included in Table 7 owing to size (n = 3) and limited variation in outcome. Parental loss analyzed by age and outcome is presented in Table 8 . Loss of mother or father or loss of both parents by age 6 or earlier was more common for the cases with unfavorable outcome (Outcomes 4, 5, and 6). Divorce or separation was the most frequent reason for parental loss (for the families with a missing parent, 50% were due to divorce or separation, 33% death, 17% other reasons-e.g., court-ordered separation, illegitimacy). For the total sample, 42% of the families were nonintact at the time of clinic contact. For those with unfavorable outcomes, 55% were from nonintact families; for those with favorable outcomes, 29% were from nonintact families.
Discussion
The results suggested two family patterns similar to those described in the literature for the families of schizophrenics. The first involved intrusive, overprotective mothers. In combination with the passive, uninvolved father, the mother-anxious factor was strongly associated with internalizing symptoms in the child (R = .57, p < .01). These families were more likely to be intact and would be overrepresented in family interaction studies that have generally studied intact families. The overprotective mothers who were also low on nurturance, with high scores on both anxiety and neglect factors, had children who were more likely to have unfavorable adult outcomes (R = .41, p < .05). Seven of the eight males with mothers who had above average (median) scores on both the mother-anxious and mother-neglect factors had unfavorable adult outcomes. The child-rearing practices of these mothers resembled the aversive maternal control emphasized by Heilbrun (1973) . This maternal combination was also associated with childhood internalizing symptoms (R = .51, The second pattern featured family disorganization with maternal irresponsibility and indifference. These families were more disturbed and disturbing as indicated by the global judgments of severity of family disturbance. Children from the more disturbed or disorganized families were themselves likely to be more disturbed as measured by the asocial-factor scale. Both the asocial scale and the severity-of-family-disturbance rating were related to less favorable adultoutcome. Family disorganization reflected an obvious breakdown in family functioning rather than subtle forms of communication deviance. These families were more likely to be nonintact and would be underrepresented in more detailed studies of family interactions. Severity of family disturbance was related to nonintact family status and maternal neglect. The first family pattern emphasized excessive maternal control, whereas the second stressed maternal coldness (maternal-neglect and mother-positive scores were negatively correlated, r = -.44, p<.01). Fisher (1977) , in his review of the family literature, has described constricted and internalized family-types similar to the first pattern and childlike and chaotic familytypes similar to the second pattern. Alanen's (1958) restricted and disorganized schizophrenic families also resemble the two family patterns reported. In more extreme form emotional divorce, symbiotic union, and marital skew appear related to the first pattern (Bowen, 1960; Cameron, 1963; Lidz, Cornelison, Fleck, & Terry, 1957) . The schismatic family relationships described by Lidz et al. (1957) appear similar to the second pattern. A more severe form of the second pattern is suggested by studies that have reported a clustering of schizophrenia, antisocial behavior, and low IQ in nonintact families (Heston, 1966; Kirkegaard-Sorensen & Mednick, 1975; Roff, 1976) .
The two family patterns that are suggested, one associated with and the other not associated with nonintact families, appear to be disproportionately represented in different types of family studies. Intensive studies of family interactions are often limited to intact families and, as a result, the first pattern is overrepresented. Adoption studies represent the other extreme with the second family pattern overrepresented. The apparent paradox between the results from the two types of family studies may reflect a sampling bias that tends to include mother anxious-father passive cases for intensive study, and grossly disorganized families for adoption studies. If differences in source of subjects (medical school vs. state hospital), intelligence of parents and/or subjects, social class, antisocial behavior, and willingness to cooperate are also present, this bias may be magnified and produce seemingly contradictory results with regard to the role of the family in schizophrenia.
Obviously, sample limitations have an effect on the results obtained (for further discussion of limitations for this sample, see Roff, Knight, & Wertheim, 1976a) . It should be recognized that the present sample contained relatively few severely disturbed parents with only one parent hospitalized with a diagnosis of schizophrenia. Different relationships might be expected in samples with more severely disturbed parents (Roff, 1976; Waring & Ricks, 1965) .
Reviews of family influences in schizophrenia have suggested that family variables can function, as they did in this study, as prognostic variables, but etiological significance of family variables remains uncertain (Hirsch & Leff, 1975; Liem, 1980) . The maternal anxiety factor contributed to longterm prognosis in a manner consistent with the effects of families high on expressed emotion, which included overinvolvement, in British studies of relapse in schizophrenia (Brown, Birley, & Wing, 1972; Vaughn & Leff, 1976) . Maternal neglect, family disorganization, and nonintact family status would all be associated with less parental involvement with the subject as an adult. This suggests that if different patterns can be important influences, they may differ in the period during the developmental sequence when they possess maximum influence on the subject.
The path analyses indicated that for both the severity-of-family-disturbance ratings and the mother-anxious factor the major impact on outcome involved indirect effects mediated by the young-adult variable. Both predictors were related to changes in the individual between the childhood and youngadult periods even with the effect of childhood symptoms taken into account. The path analysis for the mother-neglect factor revealed more equal, although modest, direct and indirect effects on the outcome measure.
In comparing maternal variables as they related to characteristics of the child, the specificity of the mother-anxious factor to the internalizing-symptom dimension and its relationship to outcome suggested that for individuals with above-average scores (T score > 50) the mother-anxious factor might be an important predictor. A significant relationship with outcome was found, K19) = .50, p < .05. In fact, within this subgroup the combination of mother anxious and mother neglect was significantly related to outcome, 7?(19) = .63, p < .05. The motherneglect factor, although related to externalizing symptoms, had relatively nonspecific effects in terms of childhood symptoms. As Table 7 has indicated, the mother-neglect factor was related to outcome within the externalizing and low-IQ types; the motheranxious factor was not related to outcome for these types.
Family influences can be conceptualized as one, and probably the most important, source of environmental stress. Families can also function as important support systems. The relationship between scores on the mother-positive scale and outcome was consistent with this point. Different family patterns may be functionally equivalent. Intense but distorted family interactions, or indifference, emotional detachment, and neglect associated with family disorganization can be equally important for different subsets within a schizophrenic sample. Some low-IQ cases suggested parental behavior that may have been primarily reactive to the child's problems. Related to the possibility of minimal family influence, postnatal brain damage in preschizophrenics has been found to be more common in families at low genetic risk for schizophrenia (Kinney & Jacobsen, 1978) . Finally, cases of children adopted shortly after birth (one in this sample) remind us that even with apparently adequate parenting, as in this case, a very unfavorable outcome is still possible.
